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REXRAEDFEN CHINA LIFE
ERERE -
https://cs.chinalife.com.hk

BERENEAHZPER (RERRFEHERTE )
HOSPITALIZATION DIRECT BILLING PRE-APPROVAL FORM
(APPLICABLE FOR NON MASTERCARE MEDICAL PLAN)

{REEFFHA A& Name of Policyholder ZRALEE Name of Insured fREE#RSR Policy No.

SIRAZDE/ #EIEE5 1.D. / Passport No. of Insured

REEd 7 AZ R INSURANCE INTERMEDIARY INFORMATION

R AL Name of Insurance Intermediary

REEDP T A4RSE Insurance Intermediary Code Mt 48 & 55 Contact No.

ZE/AH IMPORTANT NOTE

- EEE1¥AE§EE%F‘% D - REZBEEZE"IND  URARRRD 7 BIEX (BRAREERER ) 3 4 BIFEX (BRR
JRFY - BRI EEIMERT ) - BUEE(852)2325 4833 SLEEL claimspa@chinalife.com.hk 75 FIER 2IRAEEIRES - h“ﬁ?ﬂz?ﬁ/\hﬂﬁ%%
Ttb*ﬁr‘uﬂ&ﬁ%ﬁ’] NEGRR L K TRIBN S -8R SIEFAHEL (08 ) WRIESELS LR - IEEUEREN  SREFEAS
(85 ) BEBEMRIFE4AR(852) 3999 5593 X SRR B4 - EERZRAR SRR ZBBNERN L - RRASBEERIFEIE
BEB)BRRAIR/ZHRAZER " ERMNPRERS . - FEBEQOAREMEAPBZERTABASRENBREARERF ZMZK()H
BREPFZAZ KO RESER/RR y%‘éﬁﬁhﬁé2,%1ESZT¢EH7§U%$1I$$%?E > Please complete Part 1 on the following form by the Insured
and Part 2 by the Attending Physician and send to Claims Department by fax (852)2325 4833 or email to claimspa@chinalife.com.hk at least 7 working days
(applicable for hospitalization in Hong Kong) or 14 working days (applicable for hospitalization in Macau, Mainland China or overseas) prior to admission to
hospital. The limit of Guarantee of Payment will be issued based on the benefit amount shown in the Policy Information Page and Benefit Schedule or the latest
endorsement (if any). For urgent enquiries/assistance, please call our Hotline at (852)3999 5593. Subject to the approval of this pre-approval application, the
Company shall appoint Europ Assistance Hong Kong Limited to issue a “Letter of Guarantee” to the Insured. Please note that (1) the result of this pre-approval
application does not constitute or guarantee an approval of the subsequent claims application and (2) approval of the subsequent claims application and the
reimbursable amount shall be subject to the provision of claims documents and according to the policy provisions.

- BMIERESARFEE - TAERNNBEENR  SRAREBEFBEANREANBEETRNWMUEZZIEE - Please complete this form in BLOCK
LETTERS All amendments should be endorsed by the Insured / Policyholder / Claimant in full signature.

- KEBBERPFABEZ "ARE, 5 "TEAE ) Z2RIIEPEASRECEINKRAIBRAE] - The expressions ‘the Company” or “our Company”
used in this form refers to China Life Insurance (Overseas) Company Limited.

- WRRASTN\ESEMULE  SRARREFBEALABRBERRBZERAREER  NRRAST/\EUT  AEBFREHAREFBA
RERAZEEEEZNEBELAEE - IRRAREFEARGEAKRERE  EEABRBUASESABBERART - WIRHEHGRSE
B R B84 8 - If the insured is at or above age 18, the Insured and policyholder must complete and sign this form by his or her good self. If the insured is
under age 18, this form should be completed and signed by policyholder or the insured's legal guardian. In the event that the Insured/ policyholder is physically
incapacitated and prevented from signing, this form may be completed and signed by an immediate family member with relevant relationship proof and
physician‘s statement provided.

- ARRAREFEBEANREALBEZENEE  HAA—NUREFEATURRE - REAZBABRIEARERRREPHERZENE
WZIKEE BEREmEANEHZA - Ifthe Insured/Policyholder/Claimant uses a signature stamp, it must be witnessed by a witness. The personal particulars
of the witness will only be used for the purpose of processing this claim and verifying and confirming the identity of the signatory of this form.

- RRAREFBANRBAZEZENERRAT ZLHHEE - The signature of the Insured / Policyholder / Claimant must be the same as the
Company'’s record.

- (REgET )\HQ?UZIKEE BRI AR A AT S U E] - Receipt of this form by your Insurance Intermediary does not constitute receipt by the Company.

- MEBERTER @ FE B ITHRBENTABESNNER AT E P IRFEEAR(852) 3999 5519 &5 - If you have any queries, please feel free to
contact your insurance intermediary or our Customer Service Hotline at (852) 3999 5519 for details.

- AREERBIREMILPHER  UESHIEBARTEARATRKNBFER - FEARLQS 44 www.chinalife.com.hk 81 8 5 T S &FThk
ZK - The Company has the right to update this form from time to time and to accept or to reject the form if the Company's requirements are not fulfilled. Please
visit our website www.chinalife.com.hk to view and download the latest version of the form.

- MPEIRABEAIRBER AT ZE - BRI SXARZEE - If there is any discrepancy or inconsistency between the English version and the Chinese
version of this form, the Chinese version shall prevail.

Wog s5m 0500 REERAT (RPEARKNBEERAT > RAERAR) AR RS

China Life Insurance (Overseas) Company Limited (incorporated in the People’s Republic of China with limited liability)
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{REEARSE Policy No.

F—HH - REEN
PART | - PARTICULARS OF CLAIM

A. —RZE 1 GENERAL INFORMATION

1 Et48E:EE Contact phone no:

2 EBRHnHE Email Address

3 BERTEWEER)
Occupation & Business (Compulsory)

4 BETASER-—SHEBEOEMRBRATRE ? MR - FiERUEZFRBATZERRER

5 - Did/Will you make a claim against any other insurance company for the same incident? If yes, |:| = Yes |:| % No
please indicate the name of insurance company and policy no..
REZ/AS]BTE Name of Insurance Company {REESRAS Policy No. IRIELERI K ARPEEZE Type & Amount of benefit

B. EIESMERT FOR HOSPITALIZATION DUE TO ACCIDENT

1 BN SEAEHE KRR I Year B Month H Day f& Hour %> Minute  AM/PM
Date and time of the accident

2 EYMEEEHMEL Place of accident occurred

3 BIEBREZEERZEFE Please describe the reason of accident and details of injury

C. A% EBT FOR HOSPITALIZATION DUE TO ILLNESS

1 REERFE Name of illness

2 FBHIAEAR Please describe symptoms

3 FEAR{IIRERAYA L 3R? When did these symptoms first appear? F Year A Month H Day
L | | | | L | | L |
D. JAEF¥15 TREATMENT DETAILS
1 IR2B&E/BRRAYE R The physician/hospital first consulted BERSKE2 HHA Date of first consultation:
for this injury or illness. £ Year H Month B Day
L | | | | L | | L |
B2 4 /B2 P 2 # A 33k Name & Address of Physician/Hospital
2 HtSZAIESBEELURTAEE £/EBRER: Other sk#2 B Date of consultation:
physicians/hospital consulted for this or similar conditions: £F Year B Month H Day
| L |

B4 /B2PT 278 K Name & Address of Physician/Hospital
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{REEARSE Policy No.

E. WEGESHRERZERAFRIRES (552 7A3E% ) CREDIT CARD AUTHORIZATION FORM FOR SHORTFALL COLLECTION
(THIS SECTION IS MANDATORY)

M EASRE (B ) RODBRAS (U FNEEART) ) EEDBRNNERABLE S ERRENEIRER  NAFE=RNERABRRIEEE -
IEREEREEAQIUUTERRPOWNEEEZRNER - GRAFEFALERERREZRESBARARRA - KAATRREL " ZHEEEA
=W TEXENNEFAERRER - IRAFCERNWINARER  RMBREBRNESEEREREARRERERER) SN N IEEREE PR L
MFRIERIRER] - EIRFER BTN HB AR B TEREZERE - If the expenses which China Life Insurance (Overseas) Company Limited (hereinafter called “the Company”)
paid directly to the hospital exceeds the eligible amount of qualified claim or the relevant shortfall or expenses is not included in the benefit coverage, this authorization form will authorize
the Company to debit the relevant shortfall or expenses from the credit card account below. The credit card holder must be the Policyholder or the Insured of the Policy. The Company
will debit the outstanding shortfall or expenses from the credit card account below 14 days after the issuance of "Shortfall Payment Advice". If we could not successfully receive the
shortfall payment, we will reserve the right to take appropriate actions (including but not limited to commencing legal proceedings) or deduct the above shortfall amount from future
claims, and reject the hospitalization direct billing pre-approval application afterwards.

BRASS: B ABDEERIRE: BREARE:

Cardholder's Name: Cardholder I.D. Card/Passport No.: Cardholder's Signature:
EHEEBEORE: EHEFEIEAR:

Credit Card Account No.: Credit Card Expiry Date:

ERFEEE Visa Mastercard BHREABBZER:

Credit Card Type*: wEEE Cardholder's Contact Phone No.:

BEARREMG: _ {RERAA Policyholder %Year | AMonth | Hbay
Relationship between cardholder and patient: )

BEBEEEANM RS (Please tick the appropriate box) AEXA Patient

ANHEHM  2RAREFBANREA - EERLHERZERAFENORSEZ2MUREEN - TASEEAERPEASRE (B ) ROBRA
SRAAMEERRFONRBEERRNER (WEA ) - IIWe, the Insured/Policyholder/Claimant, hereby declare that above credit card information provided is complete
and true, and agree to authorize and instruct China Life Insurance (Overseas) Company Limited to debit the outstanding shortfall or expenses (if applicable) from my above credit card
account. *REEZ R E B IRTTEE LAY Visa KESBER Only accept Visa and Mastercard issued by banks in Hong Kong.

F. BAZRUEZERR PERSONAL INFORMATION COLLECTION STATEMENT

AANEMEXESHBRBE "PEASRR (BN ) ROBRAT, WREBAERER - BEASHMRANKREBAERNZR  JR©
https://www.chinalife.com.hk/zh-hk/privacy-policy ~ &3k [a) P B A SRR (7890 ) BB PR AT ZREN - I/We confirm that I/we have read and understood the Personal Information
Collection Statement ("PICS”) of China Life Insurance (Overseas) Company Limited. For the latest version of the PICS, it can be downloaded from https://www.chinalife.com.hk/zh-
hk/privacy-palicy or is made available upon request.

G. ERAKIZHE DECLARATION AND AUTHORIZATION

=2 Authorization

KNEM  SRAGREFBNREBA - CRANEMRERREZZHRAMB)RZELEE (1) EOUEE - MR - Bk - 2 RIRAS - ]R17 - B
TS~ BURERPT - St EMHAE - ABEA L - NANBESEEEUEBEANEMERMEZZRAZLEHE - RENERE - HuRZSEREMR - 3K
RERGEPEASRE (85 ) ROERAS (UTEHE "8/, ) ;  EQTNEUHEEZBREERIGES RN - UMARERFEE
RNHMEARREZRRANETRE ZEBET AR - FRERANEMEANE ZRRAZEENRT - WERESKNEMAZEZAREZEAERS
AR ; AMEARNEFALTHRTRENR - WERESNENT - WIREEWKENAREEARIGBREENT] - 1IWe, the Insured/Policyholder/Claimant, represent me/
us/ the Insured under 18 years old (if any) HEREBY AUTHORIZE (1) any employer, registered medical practitioner, hospital, clinic, insurance company, bank, government institution,
government department, or other organization, institution or person, that is aware of or has any records, knowledge or information of me/us/the insured under 18 years old to disclose,
release and transfer such information to China Life Insurance (Overseas) Co. Ltd (“the Company”); (2) the Company or any of its appointed medical / para-medical examiners or
laboratories to perform the necessary medical assessment and tests to evaluate the health status of myself/ ourselves/ the insured under 18 years old in relation to this claim. This
authorization shall bind the successors and assignees of me/us and remains valid notwithstanding death or incapacity. A photocopy of this authorization shall be as valid as the original.
28R Declaration

RANEBERAERQ) LA —VREREENFBESR FREERARFME - MAAFRAMAE  IRSEZEHUEERN ; AABBHEAEETR
MEEBREEZSENERIGREE ;| QR AEETAAREL 2R - AT BER HERSNEY - EATINESEHAR - HAR A T ASEREMH
AT ERFERFIFRNER - EASI0SER AR EZ R EIR TR/ HE4Z 55 - |HEREBY DECLARE and AGREE that (1) all the foregoing statements and answers to all
questions whether or not written by my own hand are to the best of my knowledge and belief complete and true; | also understand that in the event of doubt as to whether a fact is
material, it should be disclosed here. (2) The Company is not bound by any statement which | may have made to any person if not written or printed here. If any relevant persons fail to
provide any information requested in this application form, it may result in the Company'’s inability to process and deal with this pre-approval application.

H #HEBFBEZEZEZBRIE LFEE) SIGNATURE (Please DO NOT sign on BLANK form)

RERA REFAAN | RIEEA- REA
Insured Policyholder / Claimant* Witness

%5 Signature

2 Name

B9 :8/:€B5%H5 |.D. Card / Passport No.

fF Year |H Month| H Day fF Year | B Month | H Day F Year | B Month H Day

H #f Date

RIEANEIRANRERFB ARG

*Relationship with Insured/Policyholder
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{REEARSR Policy No.

E_EMn - FZBERSE (BHEZBLER  FIAERARZRA/RERSBA/REABTEIE)
PART Il - ATTENDING PHYSICIAN STATEMENT (To be completed by attending physician at the Insured / Policyholder /
Claimant’s own expenses.)

A. I8 AER Particulars of Patient

1 ﬁAﬁ% Name of Patient EE%E'TEEU Age and Sex

2 B8/ #EWBIRE 1.D. Card / Passport No.

3 AABERKEZH Patient first Consultation Date £ Year B Month H Day
I S I E— I E— I E—

4 E2PRBE#E Name of Hospital

5 Fast ARz HHA Expected Date of Admission £ Year B Month H Day
I N N E— I E— I E—

6 WAREB4HS Patient’s Family Doctor Name

7 FRAEtEBTHE Estimated length of stay EBR4R B Bed Class FAZK Private HFZK Semi-Private A= Ward

B. &R/ EF B RARZER ILLNESS / INJURY DETAILS AND RELATED INFORMATION

1 FARFMRRERE N E 2 2 BIHR A FRAE Please describe the symptoms and complaints at first consultation.

2 33mBH Onset date of the symptoms/conditions F Year A Month H Day
| N I S E— | IS |
3 2IEf Diagnosis B PR = 9% 73 $B 4R 5% ICD 10 Code

4 BRARAESEBETE ? Isthe hospitalization/treatment medically
necessary?

= Yes % No

W2 - FEEFA - If “Yes”, please give details.

5 REMARHAGMRER  MARBRMNAEN - SEUUERMZHREPEIBEENAE ? Given the condition of the patient, is it
possible to provide this treatment on an outpatient basis?

= Yes % No

WAGLL - FREIFEE: If “No”, please explain:

6 ImAEEBESEE/EH? Is the condition recurrent / chronic? Z Yes | & No
M HIRHEREFE Ii“Yes’, please provide the onset date of the first episode:
F Year A Month H Day
| IS I I — | IS E— 1 1
7 MEREFERSGABBEEINEIRSIRE - FFIRMLUTEE | If this hospitalization/treatment was caused by an accident, please provide details
below:
EWE8 4 HH Accident Date: F Year A Month H Day
L | L | |

[REA Cause:

RSN EKZSZE Part of body injured & extent of injury:

8 WASEHEMEBEEN ?ME - FiRMAEBE 2 Z Rl Is the patient referred by other physician? If
yes, please give the name and address of the referring doctor. = Yes % No

ENBEHSE Name of the referring doctor #2771 B8 2=t 3t Address of the referring doctor
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{REEARSE Policy No.

B. TR/ 2515 RERER (48) ILLNESS / INJURY DETAILS AND RELATED INFORMATION(Continued)

9 FRELBEBEERAMZIRT - Is the illness associated with the following?

[] X155 Congenital condiion ~ [] E33% Self-nflicted injury [] <&zu485 Infertilty or sterilization  [] #5358l Mental disorder
B ZESYANTE Abuse of drugs or [] 145 Venereal disease [[] ®RABIE Corrective aids or [] %1&/%%= Rehabilitation/
alcohol treatment of refractive errors convalescence

[] &% 4% Cosmetic or [] 55 =% Develop-mental [] 24 misiE8h/558 Hazardous  [] 3EE 155 Hereditary condition
plastic surgery abnormality sport / activity

[0 —meews/praEsBdy [ BamAReERERER [ 122 ARAETEED Pregnancy, please provide expected date of delivery
pheck vaccination & immunization 7v AIDS or HIV related illness
injections

[ Etthss - 553888 Other disease, please specify [] b4 EE5Z None of the above

10 BEEURABEATLUTHIE/ZIE - Does the patient have any medical history or habit as indicated below?

[0 =5 Asthma [ 2B cardiac problem [] #&R 7% Diabetes Meliitus

[ ZZ2AF3% Hepatitis B [] =M/ Hypertension [] &5 =1 Previous operation
JBSZZ Drug abuse E] KR MEEEAE Family history of cancer E] K IEFASE Unfavorable family history

[ WEE8% None [ 2t - 553558 Other disease, please specify

11 ZRACSERARLAEFRIHMBREERESBEBERAE ? M5 - #FRAAFE - Had the patient previously been treated or
hospitalized due to the above disease or other major disease? If so, please specify details.
O %5 ves [0 555 N0 #2/8HHA Date of diagnosisitreatments ~ £F Year B Month H Day

9% Disease

JAE/1EPRE5E15 Details of Treatment / Hospitalization

B4 042/ B2 P72 78 Name of Physician/Hospital

12 EIRHEVE/TRIEZ B Please provide details of drinking & smoking habit

H A= (z/8/18/1#) Daily consumption (piece/ pack/ bottle/ can)

Z 18 %A 8 Drinking/ Smoking start date since F Year A Month H Day

C. AE¥ 15 K 8512 A TREATMENT DETAILS AND COST ESTIMATION

1 AERtEISFM5ETE Treatment plan or Surgical procedure name

[iiB#% Anesthesia
O zsmiz cald some La O =mmms MAC

2 BEZIER / EE2BE / HUZEHUBRERESZEWEMNERE - Please list out any Lab tests/imaging/other diagnostic
investigations required for this hospitalization and reasons for the same.

3 REOLERMZERIEPESZSERE ? N5 - FFEREEER Can the investigations be carried out in the outpatient setting? If no, please
explain why.

4 RBRIRMHAEE - AERER - BlIEERRRERERN T EERME N NER RS ERAYEE? Has the treatment, procedure or test
not yet been established as being effective or is experimental or is in trial stage? O2ves O &nNo
M2 - FFIIRMERE Please provide details:
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fREEARSE Policy No.

5

JAETEETE F Cost estimation of treatment:

EEKIEEE Room and board

F2BEMEE Attending physician’s Visit Fee

SRR B (FESILBR4E ; #17) Surgeon’s Fee (with breakdown; if any)

[REEETE P (G5 L AR4H ; #N7A) Anaesthetist’s Fee(with breakdown; if any)

FTZEER Operating Theatre Fee

EFRH#IEER Miscellaneous Expenses
HL{thE F5 (213§} B8 4 & R H {tt1) Other Expenses (e.g. specialist fee etc.)
ABRRI R HiBR1E 2 P952 &8 Pre and post hospitalization outpatient follow up

FEEH#EEF Total estimate fee

HK$
HK$
HK$
HK$
HK$
HK$
HK$
HK$
HK$

£ H Per Day

£ H Per Day

D. B4 = K ERH ATTENDING PHYSICIAN'S PARTICULARS AND DECLARATION

estimated charges and have sought his / her agreement.

KRAGEUER - BAARAFRRIFAE - LA ARARENERIIREE 2 - UTREEN - RASORARE LHREER - WEISHEER - | HEREBY
DECLARE that all the information provided by me in this form is true and correct to the best of my knowledge and belief. | have explained to the patient the details of the above

and Stamp of Hospital/ Clinic

TEBEYR BE

Name of Attending physician Qualification

ik BB EE

Address Contact No.

ERBERERER/OMEE 2V || F Ui | S0
Signature of Attending Physician ;iﬁ

HK-CL-ICLA25/202310-01
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